antenatal care and free use of surgical induction of labour. Perhaps the Dutch have been correct in maintaining a high domiciliary confinement rate: the Cranbrook Report quoted 78 %. What do our patients prefer? Of 62 women who had been confined both in hospital and at home, 51 said that there was no place like home! REFERENCE Tuckman E (1953) Med. Wld(Lond.) 79, 465 Mr M Brudeneli (King's College Hospital, London) Opening the Hospital Door
The general practitioner obstetrician working in an urban area is faced with the problem of a high hospital confinement rate in consultant units. In a sector of London within a radius of 5 miles of Lambeth, the hospital confinement rate is not less than 80% in 10 consultant units. There are no GP units and none is planned. As a result, the GP has only a few cases to look after in domiciliary practice. The ease with which abnormal cases can be transferred to hospital means that the GP obstetrician sees fewer of them and so is illprepared to deal with the unexpected emergency when it does arise in the patient's home. The GP maternity unit may be the answer in some areas but, when there are enough consultant beds, such a unit tends to be a 'poor relation' from the point of view of both equipment and facilities and from the fact that consultant services are available only at the request of the GP obstetrician. This principle, laid down in the now out-dated Royal College of Obstetricians & Gynaecologists (1962) report on GP maternity units, removes from the consultant obstetric staff the effective right to govern the policy for the area which they serve. Their role in preventing the development of abnormalities is seriously restricted and they are left merely to treat the conditions once they have arisen. Many GP units work very efficiently and in close harmony with the local consultant units but up and down the country there seem to be a large number of obstetricians who have, in particular cases, been called in too late or have felt powerless to intervene at an early stage when things were going wrong.
In 1965, as a result of discussions in the local maternity liaison committees in South East London, a scheme was evolved to bring GP obstetricians and their patients into hospital consultant units in St Giles and Dulwich Hospitals. All GP obstetricians on the local obstetric list were invited to join in the scheme. Women who fulfilled the generally accepted criteria for home confinement, especially those whose home conditions were unsuitable for such confinement, were eligible. Some cases with minor deviations from the normal were booked under the scheme by agreement between consultant and GP. The ultimate responsibility for the patients was retained by the consultant obstetrician, the GP working under his general direction and consulting freely with him. The patient is booked by the GP obstetrician, who carries out the initial examination and arranges for a chest X-ray and blood tests. These results and the findings of the initial antenatal examination are entered on a co-operation card which the patient now brings to the hospital booking antenatal clinic. Here the patient is seen by a senior midwife and the obstetric and other details are entered on to a normal hospital maternity folder. Arrangements for mothercraft classes and 48 hour discharge where applicable are made. The patient then attends the GP obstetrician for antenatal care up to the 34th week when she returns to the antenatal clinic to be seen by the consultant, who confirms her continuing suitability for confinement under the scheme.
When labour starts the patient goes to hospital. The GP obstetrician is informed of her admission and he is responsible for supervising her labour. The actual delivery is usually performed by a pupil midwife or medical student at the discretion of the practitioner. The puerperium is similarly supervised by the practitioner, either in hospital or at home if she has a 48 hour discharge. The baby is cared for under the joint direction of the practitioner and consultant pxediatrician. The latter has a similar overall responsibility to that of the consultant obstetrician. If any abnormality develops the GP obstetrician consults with the consultant or his registrar. Three possible courses are then open: (1) Treatment is advised and carried out by the practitioner.
(2) The case is taken over by the consultant and the practitioner then withdraws. In spite, incidentally, of the apparent normality of all patients at booking, 12 % of those booked under the scheme developed abnormalities requiring consultant care and half as many again would have had to be transferred, had they been booked for home confinement.
(3) The care of the patient is shared, the GP obstetrician becoming in practice an extira registrar.
Five hundred babies have now been delivered in St Giles and Dulwich Hospitals, both now part of King's College Hospital. There were no maternal deaths, but 6 perinatal deaths occurred. Of the 3 neonatal deaths, 2 weighed under 2 lb (900 g) and one had a severe tracheo-cesophageal fistula. The 3 stillbirths were an anencephalic, a macerated stillbirth and a fresh stillbirth following a severe gastrointestinal infection in the mother. None of the perinatal deaths was thought to be avoidable. The common abnormalities arising in pregnancy were: anemia in 85 patients of whom 2 were transfused and 83 treated by the practitioner; pre-eclampsia in 28, 14 of whom were transferred to the consultant unit and 14, milder cases, were dealt with by the practitioner. There were 21 inductions by the GP obstetrician concerned; all were successful, 18 being delivered within 24 hours and 3 in 48 hours. The development of an abnormality in labour gave the best opportunity for co-operation between the GP obstetrician and consultant or registrar. There were 20 forceps deliveries, 3 breech deliveries and one twin delivery by GP obstetricians with assistance as required by the registrar or consultant. The fact that the labour and delivery are taking place in the consultant unit in the same first-stage room and labour wards as the consultant cases means that co-operation and assistance go hand-in-hand, the practitioner, obstetric registrar and consultant being members of the same team. The full hospital facilities are available also to the GP obstetrician, so that blood transfusion, anwsthesia for forceps delivery and resuscitation of the baby presented no problems.
Eighty GP obstetricians applied to join the scheme, but only 25 of these from 14 practices actually made use of it. At first there was a limit of 14 bookings per month but this was soon increased and now most women desiring hospital confinement and fulfilling the criteria can be booked; the present rate is about 200 cases per annum. With the opening of a new obstetric unit at King's next month, this figure will almost certainly increase. Very few patients were not seen by the GP obstetrician at some time during labour and in 40% of the cases he was present at the delivery; in primigravidc the attendance rate at delivery rose to 63%; considering that some deliveries inevitably occurred during surgery hours, and the difficulty of arriving 'in time' for the multiparous patient, these attendance figures are considered satisfactory. One recently published paper gives an attendance rate of doctors at delivery in domiciliary practice as 8-6%. As a result of the scheme the hospital has come to know the general practitioner obstetricians in the district and they to regard themselves as part of the obstetric team. The difficulties which each side faces have become more apparent to both. The medical students have gained much knowledge about general practice from their contact with the practitioners.
The Future
The Cranbrook Report (Ministry of Health 1959) recommended a maternity bed ration of 0 58 maternity beds per 1,000 population. This was based on a 70 % hospital confinement rate and an inpatient stay of 10 days. The average hospital stay is now 7-2 days (and in some areas as low as 5 5 days). The birth rate is fallingthe most recent figure is 16 1. The numbers of abortions and sterilizations carried out is increasing and there is a new drive to make family planning available to all. Because of this, the 17,000 consultant beds at present available may soon be sufficient to provide 100% hospital confinement for most areas of the country. When women are offered hospital confinement in decent conditions with a short inpatient stay, they usually choose it. This is reflected in the progressive fall in home confinements over the past few years and also in the average young woman of today who regards hospital as the place in which to give birth. Domiciliary obstetrics is uneconomic of midwives' services. The proportion of midwives doing deliveries at home is large in comparison with the numbers of babies delivered. Furthermore, as much as 40% of domiciliary midwives' time is spent on duties other than midwiferyhealth visiting, for example. A majority of medical officers of health no longer feel that the numbers of patients delivered at home justify the maintenance of a domiciliary service.
In the face of these facts, the time has come to base all maternity services, including domiciliary midwives and GP obstetricians, on the consultant obstetric unit serving the area. The GP obstetricians and district midwives become part of the department, which allows a greater flexibility in the use of the services of both. A departmental director, advised by representatives ofconsultants, practitioners and midwives and working in close liaison with the local medical officer of health could deal with medical and administrative problems on an area basis and ensure a uniformly high standard of service. The coming into being of such an organization has been urged by the Central Midwives Board among others and it surely cannot be delayed. In the meantime, the more general admission of the GP obstetrician into the consultant obstetric unit proper seems to be a step in the right direction.
